AMY L. SCRIVEN, DDS
TERMS AND CONDITIONS
Any dental services (including emergency treatment) must be paid for at the time services are performed. If the patient has
dental insurance, the estimated patient portion is due at the time services are performed.
All cosmetic procedures shall be paid in full before treatment begins. Dentures and partials require 50% payment or the
estimated patient portion (if the patient has dental insurance) at the start of treatment.
A charge of 1.5% per month will be charged on the unpaid balance on all accounts exceeding 90 days.
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that
he/she is personally responsible for payment of all dental services. This office will help prepare the patient’s insurance
forms to assist in making collections from the insurance companies and will credit such collections to the patient’s account.
However, this dental office cannot render services on the assumption that our charges will be paid by an insurance
company. Any quotes given by this office with regard to insurance payments, including those coming from the insurance
company, are only an estimate and not a guarantee of payment.
Fee estimates listed for a treatment plan can only be extended for a period of six months.
I understand that I may be charged a $100.00 fee for any appointments missed or cancelled if I do not give a 48 hour notice. This allows
the office time to give that time to another patient.

I also declare that all information provided is accurate and has been completed by my own person.
I hereby grant authority to the dentist in charge of the care of the patient whose name appears on this form to render
treatment as necessary and desirable.

Patient’s name (if a dependent) _________________________________________________________________________
I agree to the above terms
Signed
X______________________________________________________________Date________________________________
Parent’s or Guardian’s name________________________________________ Relationship to Patient _________________

I have acknowledged I have received a copy of the Dental Materials Fact Sheet dated May 2004.
Signature: _______________________________________________________Date_______________________________
I have acknowledged I have received a copy of the Notice of Privacy Practices.
Signature: _______________________________________________________Date_______________________________

Insurance Assignment of Benefits (for those with dental insurance)
I authorize this office to bill my insurance company on my behalf for the services rendered to me. I agree to the submission of any
information regarding this claim to be released to my insurance company. I also authorize the payments to be directly made to this
office/dentist for the benefits otherwise made payable to me. I acknowledge that I am financially responsible for any and all services
rendered.
Signed
X_____________________________________________________________________Date____________________________________

